Proc. roy. Soc. Med Volume 70 May 1977 states of low cardiac output, the infant may have difficulty in disposing of his own metabolic heat output, which results in a high core temperature and low skin temperature. The peripheral control mechanism, including evaporative cooling by sudomotor activity, may be grossly impaired in severe illness.
In summary, it is clear from these general considerations and the points made by Professor Scopes and Dr Robinson & Dr Jones that the environmental control of heat energy exchange is highly complex. The conventional use of radiant heaters and incubators is still somewhat crude and ill-understood. It seems likely that the ideal instrument should control all the main forms of heat exchange. Yours truly R S JONES 9 March 1977 Some Reflections on Book Reviews From Dr P Jacobs Consultant Radiologist, Solihull, Warwickshire Sir, In his article on book reviews (February Proceedings, p 119), Professor Illingworth raises many points which he discusses clearly and fairly. May I mention another problem? Many reviewers do not have the least idea of the long gestation period of most books. Indeed, books on rapidly moving subjects are usually out of date by the time of publication. Crucial papers may not have been published at the time of the author's deadline. Reviewers, therefore, should ask themselves whether a particular paper was published before castigating an auther for not mentioning it Sir, I thank you for the opportunity to reply to Dr Holloway's letter (February Proceedings, p 144) in which he states that generally the suxamethonium-induced rise in intraocular pressure (IOP) is not of importance and that most of it is due to intraocular vasodilatation. This factor has been repeatedly discussed in the literature.
However, experimental and clinical data support the notion that the marked intraocular changes which immediately follow an intravenous injection of suxamethonium (SM) are due to its action on the extraocular muscles and of practical relevance.
These changes consist in a rise of the IOP, in an increase of the anterior chamber and, correspondingly, in diminution of the thickness of the lens (Abramson 1971). They conform to the rise in tension and to the degree of shortening of the extraocular muscles which also results in a retraction of the eye balls (Bjork et al. 1957 , Kornblueth et al. 1960 . The responses of the muscles precede respiratory depression and outlast the period of apncea (Kaufman 1967); the shortening starts in about 20 seconds, reaches its maximum within four minutes and subsides in approximately six minutes (Abramson 1971 , Pandey et al. 1972 , Duncalf & Foldes 1973 ).
It appears advisable to avoid intraocular procedures during this period. A copy of Dr Wislicki's letter was shown to Dr Holloway and his reply appears below:
Dear Sir, It is agreed that it would be rash to administer suxamethonium to a patient whose eye is already open. The point of my previous communication was that there is at present no reason to avoid the use of suxamethonium in patients, for intraocular procedures when there is time to allow the effect on intraocular pressure to wear off before the eye is opened. Yours faithfully
